Purpose: The aim of the study was to assess the level of emotion control, anxiety, and selfefficacy in the inhabitants of Bialystok (Poland) aged above 60.
Introduction
Population aging poses a significant challenge to public health, both in social and health aspect. It is projected that by 2050, the people aged above 60 will constitute 80% of the whole population in the countries of medium and low income. In the analyses of the World Health Organization, Japan is indicated as an example of Neurodegenerative and neuropsychiatric conditions that can affect older people, such as dementia, multiple sclerosis, schizophrenia, and Parkinson's disease, are often characterized by significant psychological deficits that reduce significantly patients' abilities and their overall quality of life. [4] [5] [6] [7] The role of emotion in the genesis of lesions in somatic and psychosomatic diseases has been explained relatively well. 8 Suppression of emotions, especially, negative emotions, is closely associated with a phenomenon of distress, a prolonged reaction to stress, which may devastate the human body and contribute to development of psychosomatic diseases. 9 Watson and Greer 10 proved that emotion suppression is a factor determining individual differences in the level of psychological distress. The expressive display of emotions is associated with a low sense of psychological distress. 11 The sense of anxiety is another psychological feeling associated with suffering and mental discomfort, 12, 13 and as a psychological trait refers to individual differences in response to stressful situations, 9 as eg, comorbidity among the elderly. Anxiety is an unpleasant emotional state which encompasses physical, cognitive, and behavioral symptoms, such as, disorders of emotional regulation, especially, in interpersonal, ambiguous, and dangerous situations. 14 Excessive fear that causes suffering or interferes with everyday tasks is not a normal element of aging and may lead to the development of new health problems and worsen daily functioning. Richardson et al's 15 study proved that more than 27% of the elderly under care of attendants showed anxiety symptoms, which greatly influenced their functioning.
A high level of anxiety affects significantly perceived selfefficacy, because the higher the level of anxiety the elderly have, the lower the level of self-efficacy they show. The people with a low level of self-efficacy perceive potential difficulties as obstacles overgrowing their capabilities, thus they decrease their efforts or even resign from the activity. 16 Self-efficacy helps to anticipate intentions and activities within various areas of the human activity, including healthy behavior. It can be generally assumed that perceived selfefficacy is an indicator of intentions and activities within various areas of healthy behavior. Both the intention of engagement in defined healthy activities and current behavior are positively associated with beliefs about self-efficacy. Concurrently, beliefs about self-efficacy influence selfassessment of an individual's own resources in a stressful situation. 17 As Locke and Latham 18 emphasize, the stronger the beliefs about self-efficacy, the higher the goals people put and the greater their involvement in the intended behavior, even facing failures.
The aim of this study was to assess the level of emotion control, anxiety, and self-efficacy in the elderly aged above 60 who are inhabitants of Bialystok (Poland). In reference to the aim of the study, we formulated the following hypothesis to test via questionnaire-based study:
The level of emotion control, anxiety, and self-efficacy will be negatively characterized in the elderly aged above 60 who are inhabitants of Bialystok and will depend on the sociodemographic characteristics of respondents.
We assumed that the group characterized by the worst values were residents of a nursing home.
Patients and methods Participants
The study was carried out on three groups:
• Group I -participants of the University of Healthy Senior (UHS) (100 people), held in the Faculty of Health Sciences of the Medical University of Bialystok and aimed at promoting healthy lifestyle and healthy attitude, widening the knowledge about health sciences, as well as social activation and prevention of loneliness among the elderly; • Group II -students of the University of the Third Age (UTA) in Bialystok (100 people); • Group III -the elderly residents of the public nursing home (PNH) at 9 Swierkowa str in Bialystok (100 people). A total of 300 people aged above 60 -inhabitants of Bialystok and the neighborhoods -were included in the study.
An additional criterion for the inclusion to the study apart from the age and place of residence was lack of dementia. Each of the participants had to give a written consent to participate in the study and could withdraw from the study at any stage.
Similarly, other exclusion criteria of the study were: age below 60, place of residence outside Bialystok and its neighborhoods, and the presence of dementia.
The selection of respondents was purposeful. In order to have a representative study population, the authors collected 100 completely filled surveys in each subgroup. Among the students of the UTA and the UHS, more copies of the research 
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Psychological aspects of aging tools were passed, but not all distributed questionnaires were returned to the authors of the study. Among the students of the UHS, ~150 copies of questionnaires were distributed, and among the participants of the UTA, 200 copies.
Measurements and procedure
In the study, three standardized psychometric scales were used:
• Courtauld Emotional Control Scale (CECS) by M Watson and S Greer, adapted by Z Juczynski, • State-Trait Anxiety Inventory (STAI) by CD Spielberger, adapted by J Strelau, M Tysarczyk, and K Wrzesniewski, • General Self-Efficacy Scale (GSES) by R Schwarzer, M Jerusalem, adapted by Z Juczynski. CECS consists of three subscales, each of them containing seven statements regarding the way of showing anger, depression, and anxiety. The scale is used to measure subjective control of anger, anxiety, and depression in difficult situations and designed to examine adults (both healthy and ill). CECS is a tool of self-description. Summing up the scores of all three subscales, the overall score of emotion control is established. 17 The examination aims at defining to what degree an individual is convinced subjectively of ability to control his/her reactions in the situation of experiencing given negative emotions. The overall indicator of emotion control is within the range of 21-84 points. The higher the score, the greater the suppression of negative emotions. Having assessed the reliability of the Polish scale via estimation of its internal compliance and absolute stability, the following α coefficients of Cronbach were established: 0.80 for anger control, 0.77 for depression, 0.78 for anxiety, and 0.87 for a total indicator of emotion control. 17 STAI construction is based on differentiation between anxiety understood as an individual's temporary and situation-conditioned state and anxiety understood as a relatively permanent trait of a personality. In his concept, Spielberger referred to the studies carried earlier by Cattell. 19 They highlighted two different factors. The first, responsible for changeability of scores from situation to situation, was called "anxiety as a state". The second, responsible for individual differences, was called "anxiety as a trait". STAI questionnaire consists of two independent parts, each containing 20 statements. The level of anxiety treated as a current emotional state can be examined by using of the first part of STAI (X-1). This part of the questionnaire is a very sensitive tool and helps to follow dynamics of anxiety within short time intervals. The second part of STAI (X-2) regards to anxiety understood as an individual's personality trait. 20 The respondent relates to each statement selecting one of four possibilities. The level of anxiety is expressed by means of points obtained via summing up the points of particular answers. The point scores for each part of the questionnaire may range from 20 to 80. The scores of the test are interpreted in the following way: the higher the score value, the higher the level of anxiety. The psychometric values of the test permit researchers to use it in the group studies. The reliability of the test examined by means of a coefficient of internal compliance ranges from 0.76 to 0.92 in the group of adult women and men Theoretical accuracy of X-1 scale equals 0.51 for men and 0.57 for women, respectively. 20 GSES is composed of 10 statements. Contrary to the scales designated to measure self-efficacy in specific situations, GSES measures the strength of the individual's belief about coping with difficult situations and obstacles. The scale is designated to examine healthy and ill adults. A respondent marks the answers he/she selected by circling the right number. Each question is followed by four answers to select from: not -1; rather not -2; rather yes -3, and yes -4.
17
The time required to complete the scale does not exceed 2-3 minutes. The sum of all points gives the overall indicator of self-efficacy, which is within the range of 10-40 points. The higher the score is, the higher the level of self-efficacy respondents show. 17 The respondents from group I and II completed the questionnaires on their own. Additional explanations and instructions were placed in every questionnaire of the scale. The group III (the elderly residents of public nursing homes) respondents were interviewed directly by psychologists and occupational therapists employed in this institution.
Procedure and ethical considerations
The study was performed from February to June 2016. The research conforms with the Good Clinical Practice guidelines, and the procedures followed were in accordance with the Helsinki Declaration of 1975, as revised in 2000 (concerning the ethical principles for the medical community and forbidding releasing the name of the patient, initials, or the hospital evidence number) and following the ethical standards of the institutional committee on human experimentation. The study protocol was approved by the Bioethics Committee of the Medical University of Bialystok (statute no R-I-002/365/2015). Written informed consent was obtained from each respondent, in accordance with the Helsinki declaration.
statistical analysis
The data were processed using Microsoft 
Results
The study included 213 (71%) women and 87 (29%) men. The median of the overall score of CECS equaled 54 points, which is considered average in terms of negative emotions acceptance. The mean score of subjective control of anger and anxiety was 18 out of 28 points. The analysis of STAI questionnaire proved that the overall score of perceiving anxiety as a state -STAI (X1) -was 48 points, while as a trait -STAI (X2) -it was of 49 points. When analyzing anxiety as a state, a score of 39-40 points suggested clinical symptoms of anxiety disorders. 21, 22 Additionally, it was found that men were characterized by a significantly lower value of anxiety as a trait STAI (X2) (P=0.001). Other studies showed that in the elderly, the condition was suspected with a score range of 54-55 points. 23 The overall score for GSES proved that respondents had a subjective sense of self-efficacy at 29 points out of 40 points, which means that self-efficacy was rather the high based on their own self-assessment. The detailed data for the whole group as well as men and women are presented in Table 1 .
Taking into consideration the mean scores of the analyzed scales regarding the study group affiliation, the group of the participants of the UHS had the highest scores, whereas elderly residents of public nursing home had the lowest scores. The figures are presented in Table 2 . The statistical analysis proved statistically significant differences in subjective anger control (CECS) between the participants of UHS and the residents of PNH (P=0.011), subjective depression control (CECS) between the students of UHS and the residents of PNH (P,0.001) as well as between the residents of PNH and the participants of UTA (P=0.009), subjective anxiety control (CECS) between the residents of PNH and the students of UHS (P=0.007) as well as between the residents of PNH and the students of UTA (P=0.003), subjective emotion control in total (CECS) between the residents of PNH and the participants of UHS (P,0.001) as well as the residents of PNH and the participants of UTA (P=0.002), perception of anxiety as a state (STAI-X1) between the students of UHS and the residents of PNH (P=0.013), and also self-efficacy (GSES) between residents of PNH and the participants of UHS (P,0.001) as well as the residents of PNH and the participants of UTA (P,0.001).
The distribution of answers in case of the value analysis of individual scales regarding respondents' age is presented in Table 3 . The study group with the most number of people as that in which subjects were aged 60-69 (above 50%). The youngest respondent was 60 years old, while the oldest was 98 years old. In the study, the following statistically significant differences were reported in the age groups: in perception of anxiety as a state STAI (X1) between the respondents aged 60-69 and the respondents aged 80 and above (P=0.003), and between respondents aged 70-79 and the respondents above 80 (P=0.016), as well as between selfefficacy in the same age groups (in both cases P,0.001).
In Table 4 , the scores of GSES are presented regarding the level of self-efficacy according to gender, age, and study 
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Psychological aspects of aging group affiliation. No significant correlation was revealed between the score of GSES and gender. However, the study group affiliation (PNH, UHS, UTA) was found to be related significantly to the score on the GSES (P,0.001). In the groups of UHS and UTA, more than half of respondents (57% and 61%, respectively) had high score on GSES. Among residents of PNH, 47% of the questioned were characterized by a low level of self-efficacy. Moreover, a statistically significant correlation was reported between the score of GSES and age (P,0.001). In the youngest age group (60-69 years old), more than half of respondents (59.74%) were characterized by a high level of self-efficacy. The reverse correlation was established in the oldest age group (above 80) -more than half of the questioned (52.27%) represented a low level of self-efficacy. Apart from the overall scores of the scales, an attempt was made to analyze the correlations between the raw scores of the individual scales, taking into consideration social and demographic features with regard to which the respondents were analyzed.
In women, a negative correlation was found between self-efficacy and e age (r=-0.320, P,0.001). The scatter diagrams of GSES score and women's age are presented in Figure 1 .
Analyzing the study group affiliation, a negative correlation was reported between the level of self-efficacy and age (r=-0.408, P,0.001) in residents of PNH. A similar, though less marked, correlation was found in participants of UTA (r=-0.251, P=0.012). In students of UHS, no significant relation was established between the score of GSES and the age of respondents (r=-0.105, P=0.298). Figure 2 presents the correlations analyzed in the study.
Taking into consideration the study group affiliation, a positive correlation was revealed between anger control (CECS) and perception of anger as a trait STAI (X2) in students of UHS (r=0.307, P=0.002), which means that the greater the subjective anger control was in participants of UHS, the higher the level of anxiety understood as a personality trait in this group. This relationship was statistically insignificant in the group of UTA (r=0.040, P=0.693) and in the group of PNH (r=-0.085, P=0.401). The detailed scores were presented in Figure 3 .
Another correlation was analyzed -between the level of self-efficacy (GSES) and control of negative emotions (CECS) based on the division of respondents into age groups. In respondents aged 60-69 (r=-0.034, P=0.677) and 70-79 (r=-0.003, P=0.980), no significant correlation was established between the score of GSES and the score of 
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Cybulski et al Figure 1 Scatter diagrams of self-efficacy and age with regard to respondents' gender. Abbreviation: GSES, General Self-Efficacy Scale.
Figure 2
Scatter diagrams of self-efficacy and age with regard to the division into study group affiliation. Abbreviations: GSES, General Self-Efficacy Scale; PNH, public nursing home; UHS, University of Healthy Seniors; UTA, University of the Third Age.
CECS, whereas in the oldest age group (more than 80 years old), significant positive correlations were reported between self-efficacy and anger control (r=0.413, P=0.005), depression (r=0.423, P=0.004), and control of negative emotions in total (r=0.437, P=0.003). This means that the higher the self-efficacy the old aged respondents had, the better they managed anger, depression, and control of negative emotions (anger, depression, anxiety). The detailed scores are shown in Figure 4 .
Discussion emotion control
The majority of earlier studies showing the relation between the stress in psychological terms and the suppression of negative emotions have proved a general unfavorable pattern of suppression of negative emotions. [24] [25] [26] Anger, depression, and anxiety belong to these negative emotions that can be masked to the least degree. Ando et al's 9 study indicated that emotional suppression of anxiety was significantly 
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Psychological aspects of aging associated with a higher level of mental suffering but had no effect on suppression of depression and anxiety, though the level of each emotion listed was strongly correlated with each other. In our study, numerous statistically significant correlations were established between the control of negative emotions and the study group affiliation of respondents as well as between the control of anger, anxiety, and depression and self-efficacy.
Our studies proved that the overall score of emotion control regarding the study group affiliation equaled 51.13±8.28 in all respondents in total. In the study by Glebocka et al, 27 the level of emotion control reached 16.5±4.8 in the study group and 16.9±3.7 in the control group. A much lower level of emotion control could be caused by markedly fewer respondents in the study group (N=57) and the fact that the study included patients with obstructive sleep apnea (OSA), because OSA can cause anxiety, depression, psychosis, and other pathological mental symptoms. In the study by Symonides et al, 28 the average score of CECS equaled 54.0±12.0 in patients with hypertension. In the same study, differences in the scores of CECS between groups were statistically significant. In our study, the average score of CECS was comparable with the results of the studies mentioned above 28 and that of the overall values of the Polish population (50.0±11.00), 17 which suggests the relevant data collection in our study.
Kossakowska et al 8 concluded that patients with psoriasis controlled anger, depression, and anxiety to a greater extent compared to the control group. The authors obtained other scores in patients with vitiligo -when comparing these scores with those of healthy people, no differences in control of anger, depression, and anxiety were reported. The authors observed that patients with psoriasis controlled their anger and anxiety more, while depression control was reported at the similar level.
Age is a natural factor in controlling negative emotions, 17 making control of negative emotions more intensive. In the study by Kossakowska et al, 8 age proved to be the most vital factor controlling negative emotions in patients with psoriasis. The reason for this could be the fact that psoriasis patients' quality of life is markedly worse in case of seniors. 29, 30 Moreover, the health state of a person with clinically advanced disease most frequently deteriorates with age. Thus, psychological distress was greater in patients aged above 70. 31 Similarly, in our study, age played a significant role in the control of emotions, and its level decreased with age. In the study by Lee et al, 33 the mean level of anxiety measured by means of STAI-S scale equaled 34 points (SD =16.9). The prevalence of clinically significant anxiety (STAI-S $40) equaled 48.4% in the study group. Marked anxiety (STAI-S $55) was identified in 7.5% of patients suffering from OSA.
In Lancon et al's 34 study, the mean score of STAI was 43.7. Hosseini et al 35, 36 proved that in 145 (50.9%) patients, the points of STAI equaled $40. In the examination carried out by Remröd et al, 37 the level of anxiety understood as a state equaled 38.0±12.2, while the level of anxiety understood as a trait was 36.5±11.9. In their study, Di Mattei et al 38 reported an insignificantly higher score of anxiety as a state (42.7±10.1) than in case of anxiety understood as a trait (39.8±8.06). In both cases, an average level of anxiety was taken into consideration (40-59 points). In the study mentioned, only two patients presented a high level of anxiety understood as a state (above 60 points), while no patient had a high score in case of anxiety understood as a trait. In our study, the highest STAI scores were found compared to the scores of other the other studies mentioned earlier. The level of STAI understood as a state equaled 47.99±4.48, while that for anxiety as a trait was 48.55±4.82. Higher scores in the subscale of anxiety understood as a trait may suggest that the examined were exposed to chronic stressful situations caused by, eg, family situation, loneliness, isolation, mourning, and so on.
Self-efficacy
A strong sense of self-efficacy influences greatly an individual's health state and his/her social integration. With regard to feelings, a low level of self-efficacy is related to depression, anxiety, and helplessness. Thus, the level of self-efficacy may support or hinder the motivation for action. 39 The examinations carried out confirmed significant correlations, especially, between self-efficacy and negative emotions, such as anger and depressive mood. In their studies, Poortaghi et al 40 proved that self-efficacy was low and statistically insignificant in both the study group and control group (40 people each, 26.36±0.84 vs 28.53±0.54). In the study by Yuasa et al, 41 340 subjects were assessed on subjective level of self-efficacy, and their score was 33.5±4.5. Other research into development and promotion of health in local communities also showed a higher level of GSES. 42 People with high and moderate levels of self-efficacy were more predisposed to additional participation in the activities promoting health compared to people estimating their self-efficacy as being low. 43, 44 In other our study, 45 the mean score of GSES reached 30.98 in residents of PNH and was not significantly lower (P=0.062), compared to participants of UTA (29.94 ). The scores obtained in both groups were higher than the overall score (27.32). In our study, the following scores were reported: in students of UHS, 30.45±4.22; in students of UTA, 29.71±3.88; and among residents of PNH, 24.38±7.67. Unfortunately, the mean score of all respondents (28.18±6.14) was higher than the mean score in the group of PNH residents, which suggests maintenance of the level of self-efficacy in seniors participating actively in the UTA (including UHS) and a decrease in the level of self-efficacy in residents of PNH. It is worth mentioning that analyzing the scores obtained in our study and comparing them to the scores of other studies revealed that the level of self-efficacy was similar.
limitations of the study
The main limitation of the study in authors' opinion is the small size of the study groups. In addition, the study was conducted only in one city (Bialystok), which may not reflect the results for the whole country. The study involved only residents of Bialystok above 60 years of age, because the authors are employees of the Medical University of Bialystok and therefore had the easiest access to the inhabitants of this city.
Conclusion
1. The social and demographic features (gender, group affiliation, age) analyzed in the study correlated significantly with the control of negative emotions, the level of anxiety, and self-efficacy. 2. The study group affiliation was a key variable conditioning the relationship between the analyzed features. 3. The elderly residents of public nursing homes belonged to the group showing more negative results compared to other two study groups. 4. The study respondents were characterized by the relatively high perception of anxiety, which may be as a result of the health and social problem present in this age group.
5. In order to improve the quality of life, the study population should reduce level of perceived anxiety and increase the control of negative emotions and self-efficacy by social integration of seniors. 6. The study scores in CECS, STAI, and GSES do not deviate from the world norms obtained by other researchers.
